Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

CHAPTER 100.1

Facility’s Name: Victoria

Inspection Date: March 1, 2021 Annual

Address:
1705 Ema Place, Honolulu, Hawaii 96819

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT
RECEIVED WITHIN TEN (10) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED
ONLINE, WITHOUT YOUR RESPONSE.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-8 Primary care giver qualifications. (a)(10)
The licensee of a Type I ARCH acting as a primary care

giver or the individual that the licensee has designated as
the primary care giver shall:

Attend and successfully complete a minimum of six hours
of training sessions per year which shall include but not be
limited to any combination of the following areas: personal
care, infection control, pharmacology, medical and
behavioral management of residents, diseases and chronic
ilinesses, community services and resources. All in-service
training and other educational experiences shall be
documented and kept current;

FINDINGS

Primary Caregiver (PCG), Substitute Caregiver (SCG) #1,
SCG #2 — Documented completion of 6 hours of annual
training unavailable for review

PART 1

Correcting the deficiency
after-the-fact is not
practical/appropriate. For

this deficiency, only a future

plan is required.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-8 Primary care giver qualifications. (a)(10) PART 2
The licensee of a Type | ARCH acting as a primary care
giyer or the inc!ividual that the licensee has designated as the FUTURE PLAN
primary care giver shall: —_———

Attend and successfully complete a minimum of six hours
of training sessions per year which shall include but not be
limited to any combination of the following areas: personal
care, infection control, pharmacology, medical and
behavioral management of residents, diseases and chronic
illnesses, community services and resources. All in-service
training and other educational experiences shall be
documented and kept current;

FINDINGS

Primary Caregiver (PCG), Substitute Caregiver (SCG) #1,
SCG #2 — Documented completion of 6 hours of annual
training unavailable for review

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel. staffing and family requirements. PART 1
(2) .
All individuals who either reside or provide care or services 2
to residents in the Type | ARCH, shall have documented DI—IMML}M_CEM
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type I ARCH, USE THIS SPACE TO TELL US HOW YOU
and thereafter shall be examined by a physician annually, to CORRECTED THE DEFICIENCY
certify that they are free of infectious diseases.
FINDINGS i . \
PCG, SCG#1, SCG #2, Household Member (HHM) #1, PCG ad HHM T A ﬁb*‘ Thysica 3/ [a

HHM #2 — Annual physical exam unavailable for review
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(a)
All individuals who either reside or provide care or services
to residents in the Type | ARCH, shall have documented FUTURE PLAN
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type I ARCH, USE THIS SPACE TO EXPLAIN YOUR FUTURE
and thereafter shall be examined by a physician annually, to PLAN: WHAT WILL YOU DO TO ENSURE THAT
certify that they are free of infectious diseases. IT DOESN’T HAPPEN AGAIN?
FINDINGS
PCG, SCG#1, SCG #2, HHM #1, HHM #2 — Annual
physical exam unavailable for review
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date
<] | §11-100.1-9 Personnel. staffing and family requirements. PART 1
(bl)] duals who eith d
All individuals who either reside or provide care or services 2
to residents in the Type I ARCH shall have documented MMBR"M_T@——MM

evidence of an initial and annual tuberculosis clearance.

USE THIS SPACE TO TELL US HOW YOU
FINDINGS CORRECTED THE DEFICIENCY
PCG, HHM#1 — Annual TB clearance unavailable for
review
PCEG ad HHM* | o anrval S/ [
TG cleavmn e, e sawe. AG‘J&
we lhad eowy ?\n«ﬁ Veal —exon— doane,

Q3AI323Y

=
-
=
[S—
oo
~o
]
~
—




RULES (CRITERIA)

PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(b)
All individuals who either reside or provide care or services
to residents in the Type I ARCH shall have documented w
evidence of an initial and annual tuberculosis clearance.
USE THIS SPACE TO EXPLAIN YOUR FUTURE

FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT
PCG, HHM#1 — Annual TB clearance unavailable for IT DOESN’T HAPPEN AG AIN?
review
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-9 Personnel, staffing and family requirements.
(e)3)

The substitute care giver who provides coverage for a period
less than four hours shall:

Be currently certified in first aid;
FINDINGS

PCG, SCG #2 — Valid first-aid certification unavailable for
review
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PART 1

DID YOU CORRECT THE DEFICIENCY?
/= LURKREL L THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date
<] | §11-100.1-9 Personnel. staffing and family requirements. PART 2
(e)3)

The substitute care giver who provides coverage for a period
less than four hours shall: MUR——E—PLAN—

Be currently certified in first aid: USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT

FINDINGS ) ) o ) IT DOESN’T HAPPEN AGAIN?

PCG, SCG #2 — valid first-aid certification unavailable for

review
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-9 Personnel, staffing and family requirements. PART 1

(1)

The substitute care giver who provides coverage for a period 9

greater than four hours in addition to the requirements wwm

specified in subsection (e) shall:

USE THIS SPACE TO TELL US HOW YOU

Be currently certified in cardiopulmonary resuscitation; CORRECTED THE DEFICIENCY

FINDINGS

PCG, SCG #2 — Valid CPR certification unavailable for
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-9 Personnel, staffing and family requirements. PART 2

(H(1)

The substitute care giver who provides coverage for a period

greater than four hours in addition to the requirements FUTURE PLAN

specified in subsection (e) shall;

USE THIS SPACE TO EXPLAIN YOUR FUTURE
Be currently certified in cardiopulmonary resuscitation: PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

FINDINGS
PCG, SCG #2 - Valid CPR certification unavailable for
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (a) PART 1

All medicines prescribed by physicians and dispensed by
pharmacists shall be deemed properly labeled so long as no
changes to the label have been made by the licensee,
primary care giver or any ARCH/Expanded ARCH staff,
and pills/medications are not removed from the original
labeled container, other than for administration of
medications. The storage shall be in a staff controlled work
cabinet-counter apart from either resident's bathrooms or
bedrooms.

FINDINGS

Resident #1 — Medication order incomplete. Physician’s
order on 9/3/20 states, “Thioridazine 25mg — 1 tab PO twice
a day PRN”; no PRN indication provided.

Resident #1 — Medication label for Thioridazine (filled on
11/18/20) does not contain a PRN indication. Medication

label states, “Thioridazine 25mg tablet — Take 1 tablet by

mouth twice a day as needed”.

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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PLAN OF CORRECTION Completion

RULES (CRITERIA)
Date
<] | §11-100.1-15 Medications. (a) PART 2

All medicines prescribed by physicians and dispensed by

pharmacists shall be deemed properly labeled so long as no

changes to the label have been made by the licensee, FUTURE PLAN

primary care giver or any ARCH/Expanded ARCH staff,

and pills/medications are not removed from the original USE THIS SPACE TO EXPLAIN YOUR FUTURE

labeled container, other than for administration of PLAN: WHAT WILL YOU DO TO ENSURE THAT

medications. The storage shall be in a staff controlled work IT DOESN’T HAPPEN AGAIN?

cabinet-counter apart from either resident's bathrooms or

bedrooms.

FINDINGS )

Resident #1 — Medication order incomplete. Physician’s ln e Bdve | Wi asls all 3 / jaf2q
order on 9/3/20 states, “Thioridazine 25mg — 1 tab PO twice e e en)
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (b)(3)
During residence, records shall include:

Progress notes that shall be written on a monthly basis, or
more often as appropriate, shall include observations of the
resident's response to medication, treatments, diet, care plan,
any changes in condition, indications of illness or injury,
behavior patterns including the date, time, and any and all
action taken. Documentation shall be completed
immediately when any incident occurs;

FINDINGS
Resident #1 — Documentation of response to medications on
monthly progress notes unavailable for review

PART 1

Correcting the deficiency
after-the-fact is not

practical/appropriate. For
this deficiency, only a future

plan is required.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(3) PART 2
During residence, records shall include:
FUTURE PLAN

Progress notes that shall be written on a monthly basis, or
more often as appropriate, shall include observations of the
resident's response to medication, treatments, diet, care plan,
any changes in condition, indications of illness or injury,
behavior patterns including the date, time, and any and all
action taken. Documentation shall be completed
immediately when any incident occurs;

FINDINGS
Resident #1 — Documentation of response to medications on
monthly progress notes unavailable for review

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

A e Ldhuve. | Wi docoment-
e e T s e e T ~ovet
PV‘ncﬁV‘—CQ‘{ ote Q. uact wiil Wnelug, :'\"
=~ vai <\ole, G Ve vieuwd . | .Pc!‘\tc;

Note A0 vesidecds  Tio dee
o VE Al ~hkev

L

5/1 2—/)[

10 G T VI

15

A3Al1333y



Licensee’s/Administrator’s Signature: _ﬁ\

Print Name: E'eve | i\"‘s"‘

Date: g;/ ES 7}/ 2 1
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